


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931
DOS: 11/11/2025
Rivermont MC
CC: General decline.

HPI: A 94-year-old female seated at her same position in the dining room, has her knit beanie on, but she sat quietly sleeping for the majority of time. The patient is usually awake and conversing with the women at the table or reading aloud to herself. Staff state that that sleeping at the table has recently started and it is going on for longer periods of time than when it first started. The patient has also had some difficulty with weightbearing. She can weight bear to transfer with assist. She no longer walks. She has a manual wheelchair that she is transported in. She does attempt to propel self, but it is difficult for her, so usually is transported. She remains pleasant asking how you are doing and no complaints.
DIAGNOSES: Severe unspecified dementia with staging, chronic pain management, HTN, glaucoma, gait instability; now, requires wheelchair, history of anxiety and depression.

MEDICATIONS: Unchanged from 10/15/25 note.

ALLERGIES: CLINDAMYCIN and MEPERIDINE.

CODE STATUS: DNR.

HOSPICE: Suncrest Hospice.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated in her wheelchair. She was sleeping, her eyes closed and did not flinch or respond to what was going on around her. Later, she did open her eyes and just looked around quietly, smiled, but no real interaction.

VITAL SIGNS: Blood pressure 137/80, pulse 85, temperature 97.8, respirations 18, O2 sat 98%, and weight 96 pounds; down 4 pounds since 09/03/25.
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RESPIRATORY: She does not really try to take deep breaths when instructed to, so just listened to anterolateral lung fields and they are clear. She had no cough. No evident shortness of breath.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Scaphoid. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: She is thin with decreased muscle mass and motor strength. No lower extremity edema. She can hold utensils to feed herself or use finger foods, but utensils is what she tries most.

PSYCHIATRIC: She appears calm and quiet. She is generally very easygoing and she is that today, but her socialness is clearly declined.
SKIN: Skin is very thin. She has some old bruising on the side of her face. The overlying skin is intact and nontender to palpation. No evident edema.

ASSESSMENT & PLAN:
1. Severe dementia with staging, decreased speech and interaction with others. There is also a change in her mobility. She is not weightbearing without standby assist and at that for only a short distance, now has to be propelled in her manual wheelchair as she is not able to propel herself.

2. Weight loss. Staff may have to begin with feed assist encouraging her to eat as I observed during the mealtime she just sat with her eyes closed for the most part.
3. Hypertension. Review of blood pressures to date for the month shows systolic range from 149 to 131, so she is okay there, no need to increase her BP medication.

4. Pain management. The patient has Norco t.i.d., p.r.n. Icy Hot. We will check with staff to see how frequently she uses the topical.
5. Anxiety or depression. She has p.r.n. Ativan, but is also on Zoloft 25 mg q.d. which appears to continue to be effective.
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